1. Introduction
===============

Caring has been defined as a human characteristic, an interpersonal interaction, and a therapeutic intervention ([@b1-epj-10-7205]) and it has been attributed a special place in nursing literature ([@b2-epj-10-7205]). A major dimension of caring in nursing is the caring given to patients who are dying. Death is regarded as a major concept in nursing theories ([@b3-epj-10-7205]). Therefore, brain death is also regarded as a type of death ([@b4-epj-10-7205]). In the US, less than 1% of all deaths (about 15 to 20 thousand) are brain dead, and over 15,000 brain deaths occur annually ([@b5-epj-10-7205], [@b6-epj-10-7205]). According to the statistics available in Iran, the major cause of brain death in Iran is car accidents ([@b7-epj-10-7205]--[@b9-epj-10-7205]), such that in 2016, the death rate due to car accidents was 16000 deaths per year. Of these, 5000--8000 brain death were reported and 2500 to 4000 cases were identified as potential organ donors ([@b10-epj-10-7205]) who are cared for and supported by nurses in the ICU ([@b11-epj-10-7205]). The high rate of brain deaths indicates that ICU nurses mostly deal with brain-dead patients, since brain-dead patients are admitted to the ICU for the rest of their lives and nurses are assigned to care for them. Therefore, nurses' experience of caring for these patients and their families has attracted researchers' attention ([@b12-epj-10-7205]). One of the issues considered in caring for brain-dead patients is one of the hardest duties for nurses, which is caring for potential organs' viability for donation, such that nurses mention their experience of caring for brain-dead patients as a big challenge ([@b13-epj-10-7205]). The sensitivity of caring for these patients and their stressful position imposes lots of mental and psychological problems on nurses, since most brain dead patients are young and have died suddenly and unexpectedly ([@b14-epj-10-7205], [@b15-epj-10-7205]). Especially, when their family gives consent to donate organs of their brain-dead patient, caring for these patients as potential organ donors becomes the hardest responsibility of the ICU nurses and they have to explain to their families the changes that occur in caring for these patients. The level of activities and care at the patient's bedside increases with the direct attention to maintaining organ viability for donation ([@b16-epj-10-7205]). High involvement of nurses in the caring process along with the grief of the brain-dead patients' families can be a great source of stress and these emotional conflicts cause stress in nurses. Many nurses, when involved in the procurement process for organ donation, feel guilty because it conflicts with personal feelings and professionalism ([@b17-epj-10-7205]). The majority of nurses believe they do not have the training required to provide the correct care for organ donor patients ([@b18-epj-10-7205]). The probability of error and mistakes in managing the patient's caring process and endangering the viability of donated organs due to the lack of knowledge, add a lot of stress to nurses ([@b19-epj-10-7205]). The susceptibility of patients in the ICU, exposure to critical situations, and the high anxiety of relatives of patients while seeing their vulnerable loved ones, have made nursing to be considered as a complex care and the heaviest of duties for nurses in the ICU. This challenge affects nurses' performance in caring for patients in the whole process due to the increased workload, priority and sensitivity of caring in the ICU ([@b20-epj-10-7205]). Therefore, considering the stressful factors of caring for brain-dead patients is important for nurses ([@b1-epj-10-7205]), since accurate and comprehensive recognition of challenges of caring for brain dead patients from the nurses' point of view, will be of great importance in providing holistic and quality care ([@b21-epj-10-7205], [@b22-epj-10-7205]).

Researchers have found that considering nurses' experiences and employing them will provide more knowledge to facilitate the caring for these patients ([@b23-epj-10-7205]). However, with regard to the sensitivity of the ICU and the need for total care for brain-dead patients that includes both caring for patient and interaction with other members of the medical team (the physician and donation team) and even the patient's family, nurses' experiences of caring for brain-dead patients are less considered. Considering these stressful conditions in the process of caring for the brain dead, nurses are asked to intervene correctly, to be in contact with patients' families and support them. Therefore, expecting the correct intervention of nurses in this challenging issue will not certainly be successful. In order to achieve such a goal, nurses' real experiences in this difficult situation should be taken into account. Another reason for the appropriateness of a qualitative research method to examine this type of phenomenon is that selecting the study method depends on the phenomenon under study ([@b24-epj-10-7205]), and caring is a multidimensional phenomenon, where social and cultural grounds play major roles. In other words, qualitative research is a mental and systematic method used to describe life experiences and to obtain their meaning ([@b25-epj-10-7205]). Advocates of the qualitative approach also believe that in situations where the subject is not well defined and the range and sequence of activities involved with the subject under study is unknown, to understand it better and deeper, special methods are required to identify its different dimensions clearly and comprehensively, and, in such cases, qualitative methods are significantly effective and efficient ([@b26-epj-10-7205]). The aim of this study was to discover the mental world of nurses' experience of caring for brain-dead patients could be investigated and a major step could be taken in this regard.

2. Material and Methods
=======================

2.1. Study design and participants
----------------------------------

The paradigm and philosophical foundation of this study is the naturalistic paradigm. Naturalistic methods seek to explain people's complexities. Naturalistic studies lead to deep information that could clarify various dimensions of complex human phenomena ([@b26-epj-10-7205]). The research method derived from naturalistic paradigm is the qualitative method ([@b27-epj-10-7205]). Indeed, this study was a qualitative content analysis of conventional type, which was to make sense of qualitative data through their reduction and categorization ([@b28-epj-10-7205]).

2.2. Interview and data collection
----------------------------------

Purposive sampling was conducted from March 2014 to June 2016, and participants were recruited among nurses working in hospitals affiliated with universities of medical sciences in Mashhad, Neishabour and Sabzevar. The inclusion criteria were nurses with bachelor's degrees, at least one-year working experience in the ICUs, a history of caring for brain-dead patients, no history of depression or psychiatric illnesses, and a willingness to participate in the study and describe their caring experiences. Sampling continued until data saturation i.e. no new conceptual codes were obtained from the new interviews ([@b28-epj-10-7205]). Data saturation occurred after interviewing with eighteen participants, but three more interviews were conducted for assurance (aggregate twenty-one). We employed a semi-structured in-person interview accompanied by field notes for data collection. We used general open-ended questions, such as "How did you feel when you were assigned to care for a brain dead patient for the first time?", "Could you please explain each caring situation accurately and in detail?", "How did you feel in each situation?", and "What challenges and problems did you encounter?" All the interviews were conducted by the first author in a quiet, private room located in each hospital. The researcher's skill in the interview was helpful due to the experience of conducting previous interviews, the ability of abstract thinking and critical analysis of achieved opportunities as well as the experience of conducting qualitative research. Each interview session took about 40--95 minutes based on the tolerance of the participants. We recorded the interviews using a digital sound recorder. Data collection continued until data saturation, and a rich description of the nurses' experiences and perspectives was obtained.

2.3. Ethical considerations
---------------------------

This study was approved by the Ethics Committee of Mashhad University of Medical Sciences (Ref: IR.MUMS.REC.1394.58). A written informed consent was obtained from participants, following brief explanations and clarifications of the research and its objectives. They were all assured of data confidentiality, their voluntary participation, and the right to withdraw from the study at any point was given without any question. In order to record the participants' statements, permissions were taken.

2.4. Data Analysis
------------------

Data analysis was performed through qualitative content analysis of conventional type. Content analysis is well-suited to analyze the multifaceted, important, and sensitive phenomena of nursing. If conducting exploratory work in an area where little is known, content analysis may be suitable for the simple reporting of common issues mentioned in data. In this approach, the production of the themes is derived in an inductive way, directly from the study data ([@b29-epj-10-7205]). Each interview was immediately transcribed on the same day along with participants' non-verbal communications such as cries, smiles, silence. The transcription of every interview was repeatedly read for achieve immersion and to get a sense of the whole. Then, transcriptions were studied word by word to find key thoughts and concepts, and they were marked. Units were coded using the exact words from the text, or the words or statements made according to the researcher's impression. Semantic units were also reviewed several times and the codes appropriate to each semantic unit were written. Afterward, conceptually similar codes were located in a cluster, which was more general and conceptual, and finally, the categories (themes) were abstracted. Next, according to the codes and clusters in each theme, subthemes (subcategories) were identified. The analysis process was repeated with more interviews and the categories were corrected in this respect ([@b30-epj-10-7205]). With the development of the main themes, definitions for the themes and subthemes were established, and exemplars for each code and theme were identified from data in order to report the findings.

2.5. Data Trustworthiness
-------------------------

Data trustworthiness was achieved using the Lincoln and Guba criteria ([@b30-epj-10-7205], [@b31-epj-10-7205]). In order to achieve credibility, we employed a member-checking technique. To this purpose, transcripts, interviews, and units of analysis along with initially extracted codes were presented to participants to obtain their confirmation and complimentary comments. In addition, interviews, initial codes, and themes were reviewed by a co-researcher and two professors in the field of qualitative research. Sampling with maximum variance, i.e. interviews with different individuals (in terms of age, gender, employment status, working experience, and workplace), verified the data transferability. Attributing enough time to the study and having open relationships with participants were factors that increased the credibility of data in the present study. The creditability of the results was also determined through numerous and long-term reviews and analysis lasting throughout the year.

3. Results
==========

Totally, twenty-one subjects participated: nurses, head nurses, staff nurses, a transplantation committee coordinator, and the authority of the organ procurement unit. Participants were ten females and eight males, with the age range of 28--50 years with 2--17 years of working experience. Themes and subthemes derived from the participants' perspectives and experiences are described as follows ([Table 1](#t1-epj-10-7205){ref-type="table"}). Data analyses lead to the emergence of two themes, eight categories, thirty-three subcategories and one thousand two hundred and thirty-seven (1,237) initial codes. Themes included "challenge of the right and duty requirement" and "turbulent confrontation with successive chains of stress" and the theme abstracted from these themes was called "resonance of stress and internal conflict in care" as the final theme.

3.1. Theme I: Challenge of right and duty requirement
-----------------------------------------------------

Upon accepting the care for potential donor patients, nurses make all efforts to preserve organ viability until the consent of the family for donation is obtained and the donation process is completed. In fact, throughout the caring process of brain-dead patients, there is always a requirement for a nurse to preserve the potential organ donors' viability. On the one hand, some brain-dead patients are not considered as organ donors due to conditions such as the lack of consent of their family or the patient's conditions, and, in cases of failing to care for these patients, some nurses will suffer from the mental conflict of negligence. Indeed, it is an expression of obligation to (patient) right in taking care of them. This theme is composed of the following two major categories:

### 3.1.1. The stress of preserving patients' viability for donation

This category consists of 4 subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) which shows that when caring for an organ donor patient, nurses face some concerns, including preserving the patients and organs' viability for donation. These concerns add to the difficulty of caring for these potential organ donors, concurrent with the sensitivity of caring due to their vulnerable conditions. On the other hand, with regard to all these sensitivities, nurses also encounter the fear of losing patients. One of the participants with eight years' experience of working in the ICU and caring for brain-dead patients stated, "... If the patients are potential organ donors, we try to continue caring more accurately with more sensitivity to preserve them for donation and to preserve the intended organ viability" (P3). As the major concern of most nurses, caring for brain-dead patients, especially potential organ donors, is the stress of the viability of the patients and reaching the transplant center. Another participant with thirteen years' experience of working in the ICU and caring for brain-dead patients stated, "... I was concerned about my brain-dead patients' survival, especially their organs to be donated to those who need them. Therefore, it is very difficult to care for them because of the high sensitivity..." (P5). Most nurses repeatedly mentioned the stress of caring for patients and preserving their viability for donation. A participant with seventeen years' experience of working in the ICU, and caring for brain-dead patients stated, "... Patients who are potential organ donors make the task more demanding, considering their viability. You see the patient has tachycardia, their blood pressure falls etc. you should be very careful ..." (P7).

### 3.1.2. Feelings of guilt and negligence

This category consists of 9 subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it expresses that despite caring for brain-dead patients, nurses suffer from concerns like the Feelings of guilt and negligence, such that in a case of potential organ donors, they are concerned with the fear of negligence due to the death of organ donors. In cases of non-organ donors, they also feel guilty of negligence in caring for them; especially, if the nurse feels that brain death has been the result of failure in caring for the patient due to the lack of knowledge and experience, they will suffer from a feeling of extortion in caring and Feelings of guilt following it. A participant with eleven years' experience of working in the ICU and caring for brain-dead patients stated, "... It does not mean that we are neglectful; somebody has been neglectful before that has made the patient worse. Before the patient is brain dead, you do not conduct a suction and they become hypoxic. You do not understand, it is too late for CPR and this is negligence, right? ...and then, you feel guilty..." (P1). In cases of caring for a brain-dead patient, sometimes, due to the lack of knowledge, nurses feel that they have neglected the patient and caring has not been conducted well; therefore, they suffer from the sense of Feelings of guilt and negligence. A participant with nine years' experience of working in the ICU and caring for brain-dead patients stated, "... I don't feel it is my negligence. I mean, maybe I can't do something due to the lack of knowledge and this is considered as negligence too. Sometimes I'm afraid not to make excuses for the patient because of the lack of knowledge ..." (P2). In caring for non-organ donors, nurses encounter some problems, because in cases of dividing tasks, caring for non-organ donors is concurrent with other patients who need much caring, and feel seriously ill. This causes nurses to fail in caring for these patients. A participant with ten years' experience of working in the ICU and caring for brain-dead patients stated, "... When they ask you to care for a non-organ-donor patient and a patient who needs much care, you really don't know how to conduct the caring for both. Right, the non-organ donor is not going to go for transplant. But, sometimes the other patient needs so much care that you cannot provide caring for the brain-dead patient. This has happened to me. Then, I considered that they are human too and they have the right to be cared for. But the conditions were such that I could not provide the caring ..." (P11). According to the nurses, caring for non-organ-donor patients is considered as futile and useless from the physicians and the medical system's viewpoint. This is why nurses feel guilty in cases of not providing care, not giving the medication or even failure in doing CPR for a non-organ-donor patient. A participant with four years' experience of working in the ICU and caring for brain dead patients stated, "... Sometimes they say, do not resuscitate them, because they are non-organ donors. This is always very difficult for me. You know, when they say, "Leave them alone, let them go!", I could never get along with this and do nothing for a patient who is not a potential organ donor, I feel guilty ..." (P6).

3.2. Theme II: Turbulent confrontation with successive chains of stress
-----------------------------------------------------------------------

The process of caring for a brain dead patient is considered as continuously facing various stressors, such that they have to encounter all these factors and manage them in addition to the stress of caring for the patient. This theme is composed of the following categories:

### 3.2.1. Despair and disappointment after confirmation of brain death

This category consists of three subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it states that after confirming brain death, nurses face a feeling of grief and they are greatly influenced by the feeling of frustration of the patient's recovery and reassurance. A participant with eight years' experience of working in the ICU and caring for brain dead patients stated, "... When, for definite brain death patients they say that the patient will not survive, and they will expire in a case of not donating their organs, you think about why they became brain dead. You become disappointed, because now, you are sure that they will not come back ..." (P3). A participant with thirteen years' experience of working in the ICU and caring for brain-dead patients stated, "... For the work that you do for the patient and knowing that they will expire, your work seems fruitless, from this point of view, I said. Because they won't recover and you become disappointed that they won't come back ..." (P5).

### 3.2.2. Difficulty of declaring brain death to the family

This category consists of 4 subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it states that the most difficult stage of caring for a brain-dead patient is to declare the bad news of brain death to their families, especially when the patient is introduced as a potential organ donor, the difficulty and stress of declaring brain death to the family is felt more. Declaring brain death is very hard and unpleasant for nurses and they do not like to declare it. They prefer brain death to be declared by the physician, or the authority of organ procurement unit to remove the burden of this responsibility from nurses. However, nurses are not responsible for declaring brain death. However, depending on the conditions and situation of various hospitals, especially the continuous presence of nurses at the patient's bedside and the frequent contacts made by their families, this difficult and stressful task is made a burden for nurses. A participant with nine years' experience of working in the ICU and caring for brain dead-patients stated, "... I do not feel good enough to announce this, because losing a beloved one is not good and it is very hard to tell someone about their beloved ones' death ..." (P2). Declaring brain death to the families is hard because families expect their patient to improve, and, if nurses convey the bad news and say that their loved one will not survive, it is very difficult. A participant with ten years' experience of working in the ICU and caring for brain-dead patients stated, "... It is very difficult to give this bad news to a family who are waiting to hear about their patient's improvement. They expect you to say that their patient is going to be fine. But now, you have to say, "Your patient is brain dead and there is no hope for his recovery" ..." (P4). Declaring brain death is hard and unpleasant and makes nurses unwilling to notify it to the families and to avoid it. A participant with twelve years' experience of working in the ICU and caring for brain-dead patients stated, "... I don't like it. It's not good. I believe this is the worst news you can deliver to someone. I try to avoid it, if it is my shift, and ask another nurse to do it ..." (P9).

### 3.2.3. Stressful experience of the first caring

This category consists of two subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it shows that when nurses accept caring for a braindead patient for the first time, they face the stressful experience of first caring. In this situation, whether for an experienced or a novice nurse, there is the stress of the first caring of these patients, which can lead to the difficulty and stress of the first caring experience. A participant with seven years' experience of working in the ICU and caring for brain dead patients stated, "... It was very hard to confront my patient; I was very stressed out because it was my first time. Definitely, it is stressful for every nurse ..." (P8). In this regard, another participant stated, "... Brain-dead patients impose too much stress. Saving the patient and preserving them, avoiding their arrest... These are very important. Therefore, one might experience stress for the first time ..." (P16).

### 3.2.4. Stress of being blamed by the family

This category consists of three subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it shows that when the patient experiences brain death after being admitted to the ICU, their family, the medical and caring system, particularly nurses, are blamed for it. Therefore, the stress of being blamed by patients' families creates caring stress in nurses. A participant with four years' experience of working in the ICU and caring for brain dead patients stated, "... Their patient is brain dead and the family blames you. You cannot remove this burden and explain it, it's very hard ..." (P10). In such conditions, they even treat nurses badly and negatively, such that nurses feel remorseful due to this negative reaction of the families. This makes the caring nurses sad and it affects their mental peace during the caring process. According to one of the participants, "... Sometimes their hurtful comments affect us. I am also a human and I may lose focus on caring following these reactions, when watching ventilation, giving medications on time. It psychologically distracts me ..." (P16).

### 3.2.5. Difficulty of confronting families' feelings

This category consists of 5 subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it explains another stressful situation; since, confronting families and watching their feelings towards their patients is very hard and unpleasant. A participant with five years' experience of working in the ICU and caring for brain dead patients stated, "... There was a young girl, and her family was very emotional. I could not help crying. There was a lump in my throat and I wanted to sob. You won't believe how hard it is to see such scenes, not just for me, but for all nurses..." (P13). In such stressful situations, some nurses could not communicate with families or even confront their harmful feelings, due to the intensified emotional feelings while sympathizing with the families. "The moment when families realize their patient is brain dead and they come to see him, it's a very painful scene. Families show intense reactions, I can't control myself, because I can't bear it. Sometimes I cry with them ..." (P12). When families of organ-donor patients come to say farewell, observing such scenes is very hard and painful for nurses. "... If I am in a farewell moment, I can't help crying. When you see their parents come to say farewell, when they cry, I leave. I can't get along with such scenes. When I remember them saying farewell while they are sad, I feel a lump in my throat..." (P14).

### 3.2.6. The sense of lacking support in caring

This category consists of 5 subcategories ([Table 1](#t1-epj-10-7205){ref-type="table"}) and it states that despite all stresses borne when caring for brain-dead patients, nurses feel they are not supported by the medical system and it adds to their caring stress. A participant with eight years' experience of working in the ICU and caring for brain dead patients stated, "... Even when a relative slaps you in the face and says that it was your fault our patient is brain dead, while the nurse is not guilty, authorities won't say anything. Even, despite the fact that nurses do their job correctly, there is concern on the likelihood of a lawsuit for them. According to one of the participants, "... We should keep the patients' records for two years so that you will not be legally prosecuted later, and in case you do not remember what you did and you become legally accused ..." (P17). These issues have made nurses feel their attempts in caring are neglected by both families and the medical system. A participant with seven years' experience of working in the ICU and caring for brain-dead patients stated, "... They never say it was the doctors' fault. They always say it is the nurses' fault that the patient is brain dead, the same nurse who is crying on the patients' bedside and nobody sees them ..." (P8). Another participant with fourteen years' experience of working in the ICU and caring for brain dead patients stated, "... The worst thing is that nobody sees us, but when a patient is brain dead or dies, it is our fault and this mentally distracts us and is very hard ..." (P15)

4. Discussion
=============

The aim of this study was to explore the nurses' experiences of caring for brain dead patients. Results suggested that "resonance of stress and internal conflict in caring" is the most effective concept that shows nurses' experiences of caring for brain-dead patients, and, it is considered as the central theme covering all other themes of this study. Confronting growing stress and conflicts is the result of the abstraction of two concepts, including "the challenges of right and duty requirement" and "turbulent confrontation with successive chains of tension." In a review of the studies conducted, it was specified that although details and dimensions of the main themes of the study were pointed out sparsely, the general theme of most categories formed in this study complies with the results of other studies ([@b4-epj-10-7205], [@b12-epj-10-7205], [@b16-epj-10-7205], [@b32-epj-10-7205]--[@b36-epj-10-7205]). However, in those studies, only the stress of preserving the patients' viability for donation was addressed and none of them have addressed nurses' experiences of caring for brain-dead patients as non-organ donors, and the related challenges.

4.1. Challenge of right and duty requirement
--------------------------------------------

According to the current study, challenge of right and duty requirement is the most important stressor for nurses caring for brain dead patients.

### 4.1.1. Stress to preserve organ-donor patients' viability

One of the concepts that appeared in the present study is the stress to preserve organ donor patients' viability. In a study by Salehi et al., the main theme was "excruciating tasks" and this theme was formed as the main theme by mental and psychological effects of confronting such a situation, and heavy and stressful care. The category of heavy and stressful care consists of features such as preserving organ-donor patients' viability, the process of preparing donation organs, hard and intense caring, and the stressful caring process. In another study, nurses stated that caring for organ donor patients has been a very stressful and hard experience for them to preserve organ viability for donation, and, it could be considered as a threat for nurses' health and the quality of nursing care. Therefore, nurses mention the experience of caring for brain dead patients as a big challenge ([@b32-epj-10-7205]). In the present study, the category of "confronting growing stresses and conflicts" complies with the main theme of "excruciating tasks" in this study. In addition, the category of "heavy and stressful care" in this study complies with the category of "the stress of preserving patients' viability for donation" in our study, which could be due to the similarities in caring structures of the two studies for nurses after caring for brain-dead patients that makes them suffer such stress. Results of an Australian study by Pearson showed that confronting the care for the potential organ donor is the hardest duty for nurses in the ICU and it intensely requires nurses to find a meaning for that event, such that they have to explain changes in caring for the patient to families in addition to the stress of caring ([@b16-epj-10-7205]). Forsberg in Sweden suggested that when the patient is brain dead, intense and stressful nursing and technical interventions are required, to preserve patients' organ viability for donation ([@b33-epj-10-7205]). A study in 2000 by Sadala showed that the major concern of nurses in caring for organ donors is to preserve their physiologic function to organ viability for later use ([@b34-epj-10-7205]). Concepts of this study comply with the concept of "the necessity to preserve organ donor patients' viability" in the present study. Our findings were different from that study in terms of caring structure and the medical environment of the ICU; but, regardless of the context and structure, nurses try to preserve patients' organ viability for donation. In both studies, the usefulness of the organs for recipients is considered by nurses. In 2004, Carter-Gentry showed the importance of caring for organ donor patients as the most essential aspect of nursing care for patients before going to the operation room for donation ([@b37-epj-10-7205]).

### 4.1.2. Fear of negligence in caring for organ donor patients

One of concepts that appeared in this study was the fear of negligence in caring for organ-donor patients. Hibbert realized that there are three sources of stress for nurses when caring for brain dead patients ([@b38-epj-10-7205]). These sources of stress include lack of time to interact with family members, the stress of making mistakes in managing the caring process of donor patients and therefore, endangering the viability of potential organs for donation, and emotional requirements of the family members ([@b38-epj-10-7205]). The study by Pelletier-Hibbert in Canada demonstrated that when a brain-dead patient is admitted to the ward, nurses confront three major stresses, including the fear of losing the donor patient, lack of time to fulfill information and supporting needs of the family, and uncertainty in prescriptions of some physicians ([@b39-epj-10-7205]). Concepts of these studies comply with "the fear of negligence" in our study. In both studies, nurses expressed the fear of negligence in caring to preserve patients' viability for donation. However, the fear of failure in the study by Pelletier- Hibbert is not due to the lack of knowledge. Rather, it is due to the short time that organs have to survive, and this short time creates stress and fear in nurses in preventing mistakes in the caring process. However, in our study, this fear of negligence in most nurses was due to the lack of knowledge and awareness in caring for brain-dead patients. The study by Collins in the UK showed that the majority of nurses believe they are not well prepared to provide care for organ-donor patients ([@b18-epj-10-7205]). This adds to the caring stress following the mental conflict of negligence.

4.2. Turbulent confrontation with successive chains of caring stress
--------------------------------------------------------------------

The most important stressor for nurses caring for brain dead patients is "turbulent confrontation with successive chains of caring stress."

### 4.2.1. Despair and disappointment after confirmation of brain death

Another concept of the study is "despair and disappointment after confirmation of brain death." The healthcare team, and particularly nurses, were affected by uncertainties and ambiguities originated from the care for brain-dead patients. Another study showed that uncertainties and discrepancies between physicians and nurses in terms of understanding were obvious in the process of the disconnection of the patient from the vital devices ([@b35-epj-10-7205]). It should be noted that most nursing systems have reached such uncertainties in different fields, although, such communities have been different in terms of religion and culture. However, such uncertainties about diagnosis are still obvious, and it causes disappointment and distrust to confirm brain death. Therefore, nurses in intensive care units should have a clear understanding of the concept of brain death in order to be able to take care of brain-dead patients by avoiding psychological effects ([@b40-epj-10-7205]).

### 4.2.2. The stress of declaring brain death to the family

Another stressor in this study was the concept of "the stress of declaring brain death to the family." Results of the study by Floden, demonstrated that this is considered as a challenging issue for nurses during the caring process due to their ongoing presence in the ward and the families' access to them, which is very problematic and stressful ([@b41-epj-10-7205]), since nursing care is not limited to patients, rather, it includes encountering special needs of the patients' families who are in crisis and are passing these acute and stressful clinical conditions. Coyle realized that in caring for patients and their families, nurses should understand issues related to the diagnosis of brain death and be aware of them ([@b21-epj-10-7205]) to give correct information on the patients' conditions to their families. However, since families are not adeptly aware of brain death ([@b41-epj-10-7205]), this exacerbates the stress of declaring brain death to the families by nurses ([@b21-epj-10-7205]). Therefore, most nurses are reluctant to announce the bad news and prefer the physician or the authority of the transplant unit do this. In the study by Long in the US, conducted on families' adaptation with brain death, the category of "announcing the bad news" appeared ([@b42-epj-10-7205]).

### 4.2.3. Stressful experience of the first caring

According to the results of this study, one of the stressors in this field is the concept of "stressful experience of first caring." Caring for brain-dead patients for the first time brings much stress for nurses, since conditions of these patients, especially organ donors, are such that the patient should be preserved for donation, and this creates much stress for nurses, especially when they are caring for brain dead patients for the first time. The study by Salehi et al. showed that the spiritual perceptions experienced by the participants have been more in the first confrontation with these patients, and it has diminished gradually by frequent confrontation with them ([@b32-epj-10-7205]).

### 4.2.4. Confronting the stress of being blamed by the family

"Confronting the stress of being blamed by the family" as one of the concepts of this study, plays a major role in the stress and tension of nurses caring for brain-dead patients. Studies have shown that nurses face a lot of pressure in caring for brain dead-patients and interacting with their families in the process related to the diagnostic information of brain death and other requirements, since, they should also be accountable for the major questions asked by the families ([@b36-epj-10-7205]). Since most brain-dead patients are young and they have suddenly become brain dead, it is very difficult to provide care for them considering their stressful conditions, for both nurses and families, and they face many mental and psychological issues ([@b14-epj-10-7205], [@b15-epj-10-7205]). Results have shown that this high involvement of nurses in the caring process along with sadness of brain-dead patients' families could create a great source of stress for nurses ([@b17-epj-10-7205]). Admitting brain death is very difficult for most of the families, and following the request of the medical system for organ donation and the stress resulted from it, families consider nurses as guilty for their loved ones' brain death and this creates much stress for the caring nurses.

### 4.2.5. The difficulty of confronting family emotions

Another concept of the study is "the difficulty of confronting family emotions." Since most brain-dead patients have suddenly experienced this situation, families have not had the time to adapt to this and accept their patients' brain death. Therefore, it is very difficult for them to face this reality ([@b15-epj-10-7205]) and it can play a major role in the stress and tension of nurses caring for a brain-dead patient. Confronting the diagnosis of brain death for families, means entering a space full of challenges, contrasts and ambiguities, and it becomes more complicated by the emergence of sorrowful emotions and sometimes, psychological defensive reactions ([@b43-epj-10-7205]). Due to the emotional conditions of the family, it is very difficult for nurses to communicate and sympathize with them and it accompanies emotional reactions ([@b33-epj-10-7205]). Concepts of this study comply with the concept of difficulty in confronting families' feelings in our study. In the study by Sadala, the theme of nurses' relations with others includes nurses' emotions, nursing identity in relation with the patient, nurses' relation with the health team, families' understanding, and guiding the family. However, nurses' experiences showed that it is difficult for them to communicate with family members, since nurses' views towards patients as organ donors are as regards to a person, and therefore, it is very painful for them to confront families' sorrows and grief as they lose their patient ([@b34-epj-10-7205]). Concepts of this study comply with the concept of confronting families' feelings in our study. This shows that regardless of the context, it is difficult for every nurse in any culture or country to confront painful feelings of families of brain-dead patients. In his study, following the study of nurses' experiences of caring for organ donor patients, Pearson realized that nurses' experiences of confronting emotions of families following the attempts made to support and sympathize with them have been painful, considering the emotional demands ([@b16-epj-10-7205]). Salehi et al. realized that confronting emotional effects of families of donors was painful, and it seemed that some nurses are not sufficiently ready to face these reactions ([@b32-epj-10-7205]). Therefore, facing critical conditions and high anxiety of families as they see the vulnerable situation of their loved ones', has made nursing care a complex phenomenon as the heaviest responsibility of ICU nurses ([@b20-epj-10-7205]).

### 4.2.6. The sense of lacking support in caring

The concept of "the sense of lacking support in caring" was identified in this study. However, in other studies, it has not been considered as an independent and contextual theme. In the following studies however, the importance of supporting nurses when caring for brain dead patients has been considered. Results of the study by Floden showed that nurses reported their lack of being supported by their seniors when caring for organ donor patients ([@b41-epj-10-7205]). The study by Smith in Australia showed that nurses should be aware that in this stressful situation, their colleagues and they themselves might also need support ([@b44-epj-10-7205]). Results of the study by Karimi showed that nurses experience serious problems when confronting dying patients. They need organizational support to adapt to these problems, and neglecting their demands will pose unwanted effects on them, and care from their patients ([@b45-epj-10-7205]). Nurses have a key role in taking care of brain dead patients in a health care team, means and methods on how to remove these challenges should be instigated ([@b40-epj-10-7205]). Results demonstrated that the supportive conditions of the work place affect nurses' ability to employ their knowledge and skills at work. Therefore, it seems necessary to make plans in line with supportive conditions of the workplace to improve the quality of caring and nurses' productivity ([@b46-epj-10-7205]).

4.3. Study limitations
----------------------

A limitation of this study is that the only participants were nurses working at hospitals affiliated with the University of Medical Sciences in three cities of Khorasan Razavi province who were willing to be interviewed, and it does not cover nurses of other hospitals and cities who have the experience of caring for brain-dead patients.

5. Conclusions
==============

Results of the study showed that nurses still face many caring challenges in this domain, and since they play an axial role in caring for brain-dead patients in the medical team, ignoring these demands could affect the quality of caring for these patients. Therefore, it is recommended to the educational system of universities and medical centers to provide training and supportive plans for the process of caring for brain-dead patients and organ donation in all dimensions, to increase the knowledge in this regard by considering nurses' psychological and emotional demands. Given the importance of quality and accuracy in caring for brain-dead patients to preserve their organs' viability for donation, as well as issues raised on the emotional and mental experiences of nurses, these findings are practically important in increasing the quality of caring for brain-dead organ-donor patients as well as their vital organs' viability in the process of donating potential organs. On the other hand, the nursing system could pay more attention to nurses' demands in this process, and considering the space and conditions, the required planning should be made to improve the quality of nursing care as well as to provide required support for nurses in this regard.
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###### 

List of themes and categories for the central theme of "Resonance of stress and internal conflict in care"

  Theme                                                                                            Category                                                                Subcategory
  ------------------------------------------------------------------------------------------------ ----------------------------------------------------------------------- -----------------------------------------------------------------------------------
  Challenge of right and duty requirement                                                          Stress of preserving patients' viability for donation.                  Stressful caring due to the importance of preserving organ viability for donation
  Complexity and difficulty of comprehensive caring for organ-donor patient                                                                                                
  Care-oriented efforts to achieve donation objectives                                                                                                                     
  Stress of preserving patients' viability                                                                                                                                 
  Feelings of guilt and negligence                                                                 Accuracy and sensitivity in care due to fear of negligence              
  Unpleasant perception of brain death following negligence in caring                                                                                                      
  Mental involvement due to recording the care that were not provided for non-organ donors                                                                                 
  Attention and sensitivity in caring due to the Feelings of guilt                                                                                                         
  Mental conflict of the brain death occurring due to negligence in care                                                                                                   
  Fear of negligence in caring to preserve patients' viability for donation                                                                                                
  Psychological effects following negligence in caring for non-organ-donor patients                                                                                        
  Conscience following negligence in caring for a non-organ-donor patient                                                                                                  
  Stressful caring, following mental conflict due to negligence in caring                                                                                                  
  Turbulent confrontation with successive chains of tension                                        The stress of declaring brain death to the family                       Declaring brain death being difficult and unpleasant
  Reluctance to declare brain death                                                                                                                                        
  Preferring brain death to be declared by the nurses of the transplant committee                                                                                          
  Preferring brain death to be declared by a physician                                                                                                                     
  Stressful experience of the first caring                                                         Stress of the first exposure                                            
  Difficulty and stressful experience of the first caring                                                                                                                  
  Difficulty of confronting the families' feelings                                                 Difficulty of confronting the families' feelings                        
  Painful farewell of the family of the patient                                                                                                                            
  Difficulty of encountering due to the family's misunderstanding                                                                                                          
  Sorrow of the family's mental conception of donation as their loved ones being cut into pieces                                                                           
  Sorrow and despair due to sympathizing with families                                                                                                                     
  Sense of lacking support in caring                                                               Fear of possible complaints despite correct caring                      
  Sorrow due to the lack of support by the medical and caring system                                                                                                       
  Unpleasant feeling of being neglected                                                                                                                                    
  Stress of being blamed by the family                                                             Sorrow and mental engagement due to the negative reaction of families   
  Feeling of insecurity, and fear of violent reaction of the family                                                                                                        
  Difficulty of being blamed by the family                                                                                                                                 
  Despair and disappointment after confirmation of brain death                                     Despair and grief after confirmation of brain death                     
  Reluctance in providing care due to hopelessness                                                                                                                         
  Sorrow and despair of caring attempts being fruitless before brain death event                                                                                           
